Since Ridley & Jopling 10 have proposed an accurate classification of leprosy according to immunity, in five groups with strict criteria for definition, this system have become generally accepted worldwide and is recommended under laboratory conditions for experimented pathologists 7 . There is no data in the available literature about the distribution according this criteria, of the leprosy cases from Bahia State, Northeast Brazil.
Skin biopsies of the great majority of the leprosy cases from Bahia are sent to the Gonçalo Moniz Research Center (CPGM/FIOCRUZ) for histopathological diagnosis, where, in the last ten years period, the pathological reports has been made by many pathologists using mostly the Madrid classification (two polar groups and one intermediate). However, a great variation was observed in the interpretation of both the histopathological examination and pathological reports, with consequent poor clinicopathological correlation. Because this fact, it seems of value to review and reclassify according Ridley & Jopling criteria, the pathological material of thousand one hundred eighth reporting patients diagnosed clinically as leprosy from Bahia State received at the CPGM/FIOCRUZ in the last ten year period. The results of this retrospective analysis are presented here.
MATERIAL AND METHODS
Between 1986-1995, material of skin biopsies obtained from 1,108 untreated patients clinically suspected of having leprosy, was received at the CPGM/FIOCRUZ from Public Health Units (Secretaria de Saúde do Estado da Bahia and Fundação Nacional de Saúde) of diverse cities of Bahia, including the capital Salvador. It was assumed throughout that the patients were not in reaction. All paraffin blocks from skin biopsies of those cases were retr ieved from the Histopathology Laboratory archives. Biopsies were taken from macular, papular or nodular lesions. Only one biopsy of each patient was taken either in the form of an elliptical biopsy (792 times) or as a punch biopsy (389 times). The biopsies had been fixed in 10% formalin for two to 14 days, because most cases came from health units far away from the interior of Bahia State. Histological preparations, sectioned at 5µm were stained by H&E and Fite-Faraco for classification and demonstration of M. leprae. The search for bacilli in the skin biopsies was done in only one histologic section. Slides stained for acid-fast bacilli were read for a minimum of 5 min. per section and bacilli noted as present or not, irrespective of their staining characteristics. They were semiquantitatively graded in: absent, slight, moderate and intense. The slides were examined by one of us (AABJr) and classified according Ridley & Jopling scale without referral to the clinical data supplied with each biopsy. In indeterminate leprosy, classification was based on both clinical and histological findings. Clinical diagnosis was based on presence of ill defined hypopigmented skin lesions with localized sensory changes. The finding of a small epithelioid cell granuloma around skin structures, even in the absence of demonstrable acid-fast bacilli and/or the presence of Schwann cell proliferation of nerves in such lesions, was taken as confirming the diagnosis of indeterminate leprosy.
Clinical data. There were 658 males and 450 females from 5 to 97 years old, with a mean of 31. ± 19 (SD) years. Because there was lack of information concerning the precise location and the duration of the skin lesions in many cases, these data were not summarized.
RESULTS
The results of the histopathological classification according Ridley & Jopling is summarized in the Table 1 . In 546 (49.3%) cases in spite of the clinical suspicion, the histology was indistinguishable from that of chronic dermatitis. In the others 562 (50.7%) cases the histopathological diagnosis of leprosy could be made. There were 484 (43.7%) paucibacillary (PB) patients: 160 (14.5%) indeterminate (I), 64 (5.7%) tuberculoid (TT), 260 (23.5%) borderline tuberculoid (BT); and 78 (7%) multibacillary patients: 10 (0.9%) borderline borderline (BB), 9 (0.8%) borderline lepromatous (BL) and 59 (5.3%) lepromatous (LL). No sane skin tissue were submitted for histological examination. A summary of the main pathological changes in all suspected cases of leprosy is shown in the Table 2 . The most striking feature was the inflammation of neurovascular bundles and skin appendages. Macrophages and lymphocytes were the predominant celltypes. In the patients showing only a chronic dermatitis, there was always mild to strong perivascular and/or periadnexal accumulation of lymphocytes. Inflammation was more conspicuous around skin appendages in the majority of cases. In 50.7 percent of all cases perineural inflammation was present either in the deep dermis or in the vicinity of sweat glands, with deformation and disturbed arrangement of the nerves. Sometimes there was also fibrosis of perineurium. The epidermis was frequently atrophic (85%) in the confirmed leprosy cases. In this cases, disorganization of the skin appendages was characterized by atrophy and partial destruction, seen approximately in 65 percent of all cases.
The distribution of acid-fast bacilli and g r a n u l o m a t a i n s k i n b i o p s i e s i n t h e histopathologycally confirmed leprosy cases is shown in the Table 3 . In indeterminate leprosy sections, scanty bacilli were found in 69 of 160 biopsies. In TT leprosy an intense inflammatory reaction was found, composed of epithelioid cells, frequent giant cells and many lymphocytes around nerves and adnexa with no bacilli. In BT leprosy, few bacilli were found in or around nerves and were surrounded by histiocytic and mild lymphocytic infiltrates. Giant cells could be seen in some biopsies. In BB many little epithelioid cells were diffusely spread trough the granulomas, with also diffuse little number of lymphocytes. Many bacilli were always present. In BL and more conspicuously in LL large number of bacilli could be seen in macrophages often with foamy aspect, without evidence of marked tissue hipersensivity. 
DISCUSSION
Leprosy is an outstanding example of a single disease that presents a spectrum of forms closely related to the cell-mediated immune response to the etiologic agent, which determines prognosis and constitutes the natural basis for the classification of this disease 9 . The extremes represented by patients hyperergic and anergic to M. leprae, with a continuous series of disease forms between the two poles. Ridley and Jopling standardized the nomenclature, generating a classification scale for leprosy, based in five groups strictly defined, being the most suitable system for research classification of the disease, intended for anybody who have full facilities for the investigation of patients 10 . This histological classification has been found to provide a workable and widely applicable system 9 and is especially valuable in designing chemotherapeutic schedules, and for prognosis. Histological classification provides a convenient means of standardization between patients at widely distant centers. It has the advantage over clinical classification, which it supplements, that it gives a better indication of any recent shifts in a patient's position in the spectrum 9 . However, the performance of this classification scale is less favorable when employed by histopathologists who see leprosy cases infrequently than those exper ienced in this disease 3 , but even experienced pathologists sometimes pass through and report difficulties in the use of Ridley and Jopling classification 5 8 . It is still a matter of controversy if this classification should be modified. Some authors believe for classification purposes that the weight given to different signs and/or histopathological parameters for classifying leprosy cases (especially TT, BB and I) needs to be reassessed 2 . Others have even suggested that for unifor mity of understanding and reporting, terminologies need to be narrowed down and restricted to only definite, suggestive, or no diagnosis of leprosy 8 . In fact, having satisfactory skin biopsies, the inherent difficulties in the histopathological diagnosis in leprosy stems, in part, from the unablity to recognize and/or to valuate adequately the histopathological changes present in the skin sections.
Since there is a good concordance in histology between and within lesions 4 , adequate biopsies taken from established lesions are representative of the position within the clinicopathological spectrum of each instance of disease. Thus, the case distribution of the histopatologically confirmed leprosy cases of this historical series presumptively delineates for this time period, the distribution according the Ridley and Jopling criteria, of the untreated leprosy cases from Bahia State. Histopathological and clinical diagnoses of the classification of leprosy, using this criteria, coincided in approximately 51% of the cases. However, the overall concordance figure between the clinical and histopathological diagnoses for different types of leprosy could not be determinate because frequently there was lack of complete clinical information. The implications of the misinterpretation and variation in the diagnosis of leprosy in the context of public health and case-management are evident, since early and adequate treatment should prevent s e r ious d i s a b i l i t i e s a s w e l l a s b r e a k t h e transmission chain. The differences in the interpretation of cellular evidence of inflammation revealed the importance of the examination method and time in arriving at a diagnosis of leprosy, disclosing additionally the need for training and further studies. Searching for mycobacterial antigens 1 and residual nerve elements 6 in AFB-negative sections using immunohistochemistry; increases the certainty level of the diagnosis.
There was a predominance of borderline and lepromatous forms in the early years of the observation period. Conversely, in the more recent years the indeterminate and tuberculoid forms were preponderant. This may indicate that occurred a shift in the epidemiology of the disease in this area with higher transmissibility or that the diagnosis occurred more precociously. Unfortunately, nowadays there is no active search for leprosy in Bahia State. Perhaps a more vigorous seek for leprosy could change even more the frequency distribution pattern of the different forms of the disease observable in
